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Editorial Note: 


Primary health care was launched as a concep- 
tual and programmatic framework for health 
care planning around the world in 1974/75. 
The description of its various aspects and prin- 
ciples was based on experience gained from 
a review of innovative government and non- 
govermental health programmes. In 1978, at 
the WHO/UNICEF International Conference on 
Primary Health Care, it received worldwide en- 
dorsement as the operating basis on which the 
countries of the world would seek to achieve 
the social goal of Health for All by the Year 
2000. Since that time, we have witnessed the 
creation and early implementation of strategies 
to realize this objective on the global, regional 
and national scale. Church-related program- 
mes and other non-governmental efforts have 
been part of this process. Many of their ac- 
tivities in primary health care (PHC) date back 
to the period before PHC was fully described 
and have continued to evolve along with our 
understanding of its practice. 


It is evident that full-fledged national program- 
mes in primary health care, be they govern- 
mental or NGO, cannot be put into immediate 
effect in all of their aspects. Projects of 
manageable size and scope have been started 
by the thousands in the expectation that later, 
more complete and fully-realized programmes 
can be implemented. The restraints which pre- 
vent immediate, full-scale and fully-developed 
PHC are obvious. There are resource limitations 
of all sorts. The financing side poses an im- 
mediate and serious limitation since funds are 
already committed to ongoing work. The 
Capacity to administer and manage a sudden 
expansion of work is another restraint. The 
need to train new workers and the trainers 
of new health personnel is another major 
restraint. Probably the most major or all con- 
straints is the built-in or internal resistance 


of professional and power structures to 
recognizing the gross injustices within the 
systems of which they are a part. Such 
recognition demands a willingness to see the 
need for a radical and fundamental change to 
redress injustice and oppressive practice and 
to make the reallocation of human and material 
resources needed to bring about such change. 


In addition to these more obvious restraints, 
there is a very serious need to evaluate, on a 
year-to-year basis, the lessons which emerge 
in projects of limited scope which can test 
realistic possibilities against the full vision of 
PHC which we continue to hold out as the goal 
of our work. Some aspects of PHC are obvious- 
ly easier to put into action than others and 
these will vary from place to place and from 
one national setting to another. All of this is to 
say that we need to continue a serious process 
of reflection and analysis of our experience and 
to examine the meaning of the lessons learned 
for our future planning. We are beginning, for 
example, to ask the question: What are the dif- 
ferences between the churches’ and other 
NGOs’ approach to PHC and that taken by 
government health planners? The differences 
are there. They relate, to be sure, to financing 
and administration. They also relate to the base 
community, to the role and functioning of the 
Christian congregation in a wholistic approach 
to the needs of people, as well as to the con- 
cern of the churches for the poorest of the poor 
and those people who suffer oppression, 
discrimination and all forms of injustice within 
their own communities and countries. All of 
this has implications for the style with which 
PHC is pursued by the churches. 


We have reflected in the pages of CONTACT on 
the participation of people and organized com- 
munities in the planning and carrying out of 
PHC programmes. Experience shows that this 
remains a difficult area and that authentic par- 


1 


ticipation is hard to grasp. Participation ob- 
viously means much more than just simply get- 
ting the population to be served to agree with a 
proposed health care programme. It involves a 
true shift in the way decisions are made and in 
the distribution of power, control and account- 
ability. It has many implications for the tradi- 
tional holders of that power and control, 
be they health professionals or programme 
managers, politicians, community leaders or 
leaders in the church. This is a question which 
must be asked in relation to development work 
in general, to political systems, to the use of 
community resources and to health care pro- 
grammes. 


As a contribution to this effort at responsible 
analysis and ongoing study, the CMC presents 
this article which analyzes the approach taken 
by health planners in three different health care 
projects. It examines these questions, par- 
ticularly with a view to understanding the 
degree of authentic participation which was 
achieved in each of these projects. The article 


clearly shows that we still have much to learn 
and that some of the principal problems lie 
in the basic assumptions and approach of 
those who presently hold the planning and 
managerial power. 


In presenting this study, the author and the 
CMC have no intention of implying that these‘ 
projects in themselves have been a failure or 
that this aspect of PHC is to be dismissed as 
unrealistic or a failure before we begin. On the 
contrary, it is to pay tribute to those who have 
truly struggled on the frontlines to achieve a 
new measure of authentic participation by 
those whose lives are touched by these pro- 
grammes, and who now acknowledge the in- 
complete and perhaps inadequate achieve- 
ment of those goals. This analysis is offered as 
a contribution to the effort to understand what 
is meant by full participation in health program- 
mes by the people whose health is at stake, 
which embodies true accountability to them. 


Stuart Kingma 


PLANNERS’ APPROACHES TO COMMUNITY 
PARTICIPATION IN HEALTH PROGRAMMES: 
THEORY AND REALITY 


by Susan B. Rifkin * 


Introduction 


Concern with the people who receive health 
services rather than those who provide ser- 
vices has gained increasing importance over 
the last twenty years. By the mid-1970’s, the 
experiences of the national health care pro- 
grammes of countries like China and of many 
church and non-governmental organizations 
(NGOs) gave birth to the concept of Primary 
Health Care (PHC). Defined as “a practical ap- 
proach to making essential health care univer- 
sally accessible to individuals and families in 
the community in an acceptable and affordable 
way and with their full participation”, PHC is 
the strategy propagated by the World Health 
Organization (WHO) as the means by which 
“health for all by the year 2000” is to be 
attained. 


Community participation is seen as the key to 
PHC. It has reached a prominent place in health 
Care strategies in many countries and program- 
mes for a number of reasons. These include: 
1) increasing evidence is being provided to 
show that medical technologies are less impor- 
tant for health improvements in large com- 
munities than what people do and can do for 
themselves; 2) economic planners increasing- 
ly are convinced that development is more a 
result of an investment in people (in their health 
and education) than in machinery, and efficient 
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use of this investment is possible only with 
community involvement; 3) health care ser- 
vices are being misused and underused, a 
situation it is thought possible to rectify by in- 
volving clients in decisions about the develop- 
ment of these services; 4) the problems of in- 
justice and maldistribution of health resources 
can be addressed as lay people, especially the 
poor, develop, maintain and control their own 
health programmes. 


Community participation in health care has 
raised many assumptions and expectations 
among health planners. One is that community 
people are a great untapped resource potential 
which, if mobilized, can contribute to the 
scarce pool of existing health resources to ac- 
tually reduce the cost of health care by pro- 
viding additional manpower. Another is that 
communities are homogenous entities which 
are able to agree upon a course of action which 
would enable a more equitable distribution of 
existing resources. Also, planners expect that 
health is a priority for community people, who, 
thus, will be motivated to spend their precious 
time and energy, especially scarce among the 
poor, to improve services and care. Finally, it is 
expected that community people want to par- 
ticipate in their own health care because they 
wish to serve their communities and to have a 
part in decisions which affect their daily lives. 


In the 1970's, the belief in and the rhetoric 
of community participation in health care 
mushroomed. Inspired by the alternative health 
care models and the increasing concerns of 
social justice, health care planners, particularly 
in the less developed countries, looked to com- 
munity participation as the panacea for pro- 
blems of scarce resources, unequal distribution 
of resources and medical domination of health 
policies. How real were these expectations ? 


The answers to these questions now are begin- 
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ning to emerge from the experiences of pro- 
grammes which developed in the early 1970's. 
Many of the programmes grew out of church- 
related efforts. Church-related programmes 
because of the commitment of their leader- 
ship, their concern for the poor and their inter- 
national network of spiritual and financial sup- 
port, pioneered many of the ideas which 
became principles of PHC. They now provide 
fertile ground to explore the reality and rhetoric 
of community participation in community 
health programmes. 


The church-related programmes which emerg- 
ed during this period not only shared institu- 
tional and religious backgrounds. They had 
other common characteristics. Among these 
were: 


1) The programmes were non-governmental. 
They, therefore, were not under the constraints 
of bureaucracy and the need to be replicable. 
As a result, they maintained a flexibility which 
enabled them to respond to problems and 
make adjustments without the obstacles of 
long procedures and national political con- 
siderations. 


2) They pursued the same goal of ‘having the 
community take responsibility for their own 
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health care”. Although this goal was suitably 
vague, it was a stated rejection of health care 
delivered only by medical professionals. 


3) Although the programmes sought alter- 
native types of health care, key programme 
planners were mainly medical people. Trained 
in the tradition of Western medicine, they 
shared beliefs about the efficacy of Western 
medicine which included the conviction that 
people who did not know about and/or did not 
share this view must be exposed to its benefits. 


Planners’ Approaches 


Those who sought alternatives to the existing 
health care systems stressed health over ill- 
ness, prevention over cure, and the needs of 
the poor over the demands of the better-off 
members of society. The search concentrated 
on creating programmes in which community 
participation was the key. These programmes 
were planned by people who brought to them | 
certain preconceived ideas about community 
health and community participation. These 
ideas might be divided into three approaches 
to programme development. Not all planners 
brought the same approach to overall pro- 
gramme planning. Nor did individual planners 
consistently use the same approach in dealing 
with the different issues that arose in a single 
programme. However, the approach which 
dominated the programme defined the major 
expectations of planners about how communi- 
ty participation would develop in community 
health programmes. It also defined the initial 
framework in which the programme grew. 
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‘“...a Stated rejection of health care delivered only by medical professionals.’ 
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1) The Medical Approach to community par- 
ticipation in Community health programmes 
has its roots in the medical model of health 
care. It is based on the view that health is 
essentially the absence of disease. It holds that 
the best method of improving community 
health is to research and apply medical science 
and technology to programmes aimed at 
eradicating ill-health among large groups of 
people. It sees community participation result- 
ing from people following the orders of the pro- 
fessional. It expects that, through increased 
knowledge and professional guidance, people 
will take action to improve their environment 
and their poor health habits. 


2) The Health Planning Approach is based on 
the view that health is essentially the result of 
the appropriate delivery of health services. It 
sees that good delivery must be based on 
planning which ensures that all community 
members have access to some type of service 
and that people who have great need but few 
financial resources still get proper care. This 
tradition emerges from a critique of the medical 
approach to community health. It denies the 
hypothesis that medical science and medical 
technology alone can result in measurable 
health improvements among large numbers of 
people. It argues that medical advances must 
be integrated into a health care delivery system 
which ensures that health resources are 
allocated to meet community needs, and that 
the community people need to be involved in 
this care. It expects that community involve- 
ment in not only the delivery but the decisions 
about health care will cause rapid and radical 
health improvements. 


3) The Community Development Approach 
differs from the two other approaches in some 
fundamental ways. Firstly, it grows from 
a tradition—community development—which 
always defines health in the context of pro- 
moting better living conditions, including im- 
proved housing, agriculture, education and 
employment opportunities. Secondly, as a con- 
sequence, the community development ap- 
proach believes health improvements do not 
necessarily start with health service activities. 
Finally, the community development approach 
relies on a decision-making process which 
focuses on community wants rather than plan- 
ners’ needs—a “bottom-up” rather than ‘‘top- 
down” process. It views health as a human 
condition, and health improvements as a 
response to an educational process by which 
community members begin to take control of 


and responsibility for their own health care. It 
expects Community participation to be the 
result of lay people’s involvement in health 
Care, not, as the other two approaches expect, 
better health care to be the result of communi- 
ty participation. 


In the 1970's, this approach, confronted with 
increasing evidence that early assumptions 
about community homogeneity (and, there- 
fore, shared priorities) were not true, began to 
focus on the more political aspects of health 
care. It increasingly became concerned with 
the inequalities of the existing social, political 
and economic structures, particularly in the 
less-developed countries, and began to see 
health care as a means to raise the awareness 
of the poor to act upon these inequalities. The 
approach began to concern itself with aspects 
of political mobilization as well as traditional 
community development work. 


Types of Programmes 


Planners applied their approaches to develop- 
ing a whole range of programmes. Three types, 
however, in the context of church-related pro- 
jects, seem to be outstanding. The three types 
of programmes are: 


1) programmes which grew from a hospital 
base (usually but not necessarily urban 
hospitals) (hospital-based programmes: HBP); 


2) programmes which moved from health ser- 
vice delivery to wider community development 
efforts (community health/development pro- 
grammes: CH/D); and 


3) programmes which started with commu- 
nity participation to improve health care 
(community health/participation programmes 
CH/P). 


These programmes may best be analyzed by 
considering how planners dealt with the issues 
of: the role of health services, views about 
community participation, the role of the profes- 
sionals (both medical and community develop- 
ment people), the role and training of the com- 
munity health worker (CHW), evaluation of the 
programme and financing the programme. 


In reviewing these types of programmes, it 
would be possible to make a number of 
generalizations about how planners attempted 
to create programmes based on community 
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participation. However, it is much more useful 
and interesting to describe the developments in 
a specific programme to illustrate the more 
general points. | have taken one programme 
from each type to draw out some of the poten- 
tials and problems planners faced in their new 
endeavours. These illustrations are based on 
real developments in church-related communi- 
ty health programmes. In their analysis, they 
prove to be prototypes of programmes which 
developed in similar contexts with similar goals 
and constraints.* 


The following very brief description of the 
three types of programmes examines how 
planners in very different situations pursued 
the same goal of “having the community take 
responsibility for its own health care”. Like 
many other programmes of this era, especially 
in the NGO sector, planners were concerned 
with the inequalities of the existing health care 
system and were mainly concerned with the 
plight of the poor in the communities in which 
they worked. Their common goal reflected 
their commitment, in most cases unrealizable, 
to community lay people sharing in the deci- 
sions which affected their daily lives, including 
how health resources should be allocated and 
how programmes should be developed. In all 
three programmes, as we shall see, these 
beliefs tended to reflect planners’ hopes for, 
rather than the community’s understanding of, 
the community health programme. 


Hospital-based Programmes (HBP) 


Planners in hospital situations decided to move 
into Community-oriented health programmes 
which focused on community participation for 
a number of reasons. Among the more impor- 
tant were these: the inability of the hospital 
facilities and staff to accommodate all who 
came for treatment, the majority of whom 
often suffered from easily preventable 
diseases; the realization that clinical hospital 
treatment was dealing only with illness rather 
than addressing the critical question of health; 
the increasing financial burdens of hospital 
care which meant less resources to allocate for 
the care of the poor, the basic reason behind 
the creation of most Christian hospitals. As a 


*These descriptions are extracted from the author’s PhD 
thesis ‘‘Planners’ Approaches to Community Participation in 
Community Health Programmes: Case Studies in Southeast 
Asia,” University of Hong Kong, 1982. 
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result, many hospital people who came from 
institutions with long traditions of superior 
medical service began to start community 
outreach programmes. 


One such HBP began in the early 1970’s with 
programme activities geared to address the 
health care problems of the half a million peo- 
ple in their district (in a city of five million). The 
staff of the community health programme 
grew to about seventy people in 1979. It was 
a hospital-based programme designed to take 
pressure loads off hospital beds and staff by 
creating curative, preventive and promotive 
health care in the community through the 
establishment of community health centres 
and through the development of community 
participation in health activities. The pro- 
gramme established four health insurance 
schemes for infants, adults, geriatric people 
and industrial employees whereby community 
members could participate by paying a relative- 
ly small fee to receive preventive services, 
limited curative care and health education. 
These programmes were seen both to be the 
answer to care for the poor and to be the 
income-generating arm for the future when the 
initial overseas funding grant ended. In addition 
to staff trained to provide medical service, the 
programme also employed health educators 
and community development workers whose _ 
main task it was to educate the community 
about health problems by running large health 
education campaigns and enlisting community 
volunteers to help with these activities. 


As a hospital-based programme managed by 
the senior hospital staff and under the direction 
of a management committee composed of 
concerned professionals in various related 
fields, this HBP programme gave a major role to 
health services. Believing that the credibility of 
the programme depended on developing quali- 
ty services, planners pursued this course rather 
than emphasizing the community develop- 
ment aspects of the programme. When com- 
munity development was introduced into the 
programme, there was a growing confrontation 
between those planners who feared communi- 
ty involvement might compromise the quality 
of services and those who believed that the 
professional domination of services was block- 
ing active community participation. At one 
point, the debate became so intense that pro- 
gramme development was almost halted for 
about two years. 


Planners’ views of community participation 


stated that community participation was 
Critical to the programme in order to enhance 
the growth and development of people’s 
power. However, creating conditions for this 
objective proved difficult. It was hard to iden- 
tify a “community” among a large migrant 
population having in common virtually only 
their residence in a large, crowded urban reset- 
tlement area. It was hard to identify and sup- 
port community people who cared for their 
fellow human beings rather than merely self- 
advancement. It was hard, planners believed, 
to maintain the high quality of services if 
lay people were to decide how those services 
should be developed and utilized. Thus, com- 
munity participation was limited to activities 
defined by planners which led to sporadic 
development and a high attrition rate for lay 
people involved with the programme. It also led 
inevitably to the community identifying the 
programme as one of the programmes of the 
hospital. é 


Planners using basically the medical approach 
but the rhetoric of community development 
gave a dominant ro/e to the professionals, par- 
ticularly the medical professional. The doctors 
who staffed the health centres, despite the 
fact that they were a key part of the communi- 
ty health programme, mainly were interested in 
only providing services. To seek the communi- 
ty participation objective, the programme, 
about four years after its inception, introduced 
community development workers. who were to 
develop community participation activities. 
However, their roles were never defined clearly. 
Thus, neither the doctors nor the community 
development workers themselves knew the 
role and functions of this staff. As planners 
dithered about how to use community 
development workers, the workers became 
heavy-duty public relations officers whose 
task it was to promote the health service 
aspect of the programme rather than to help 
community people to gain confidence and 
power to influence the programme's direction. 
Medical and community development staff 
tended to be barriers to active and authentic 
community participation and to reinforce com- 


munity reliance on professionals for health 


care. 


The role and training of the community health 
worker (CHW) also reflected the service con- 
cerns of the planners. The CHW experiment, 
an appendage to the service outreach pro- 
gramme, was based on unpaid volunteers. 
These people were given lectures by hospital 


DOCTOR, DOCTOR, SAVE MY BABY.’ 


iF | TREAT THE 
BABY MYSELF, IT MAKES 
THE HEALTHWORKER SEEM 
USELESS. 


THAT 1S NOT 
MY ROLE, IT 
LOOKS LIKE | 

DON’T CARE. 


David Werner in Helping Health Workers Learn 


Community reliance on health professionals. 


people on first aid, preventive and health 
education aspects of health care and were to 
be first-line health care workers in the resettle- 
ment area in which they lived. Seen as a way 
by which to mobilize community resources to 
provide more health care, the scheme was also 
intended to help keep people out of the hospital 
and thus, to reduce workloads. Conceived and 
carried out by programme planners, however, 
the scheme did not take into account com- 
munity needs and views. As a result, CHW ac- 
tivities lasted barely one year. 


As in many other types of programmes, the 
planners tended to take action upon the ob- 
vious need to improve health care for the poor 
without research on what the poor wanted. 
Their perception of the immediate and greatest 
needs meant that little data was collected and 
virtually no baseline figures were produced to 
plan the programme. As a result, eva/uation 
was difficult when an evaluation exercise was 
finally carried out. The exercise met with 
several problems. Firstly, planners could not 
decide on the purpose of the evaluation beyond 
simply meeting the funding agency’s re- 
quirements. Secondly, the objectives of the 
programme had never been stated in measur- 
able terms, so planners could not agree upon 
what to measure. Thirdly, no one could agree 
on what measurements could be used to 
evaluate community participation. For all these 
reasons, the evaluation had a marginal effect 
on the future of the programme and on com- 
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munity participation in deciding about the 
future. 


Financial support for the programme came 
from two major sources. One was the income 
from the programme. While the community 
health centres became self-supporting through 
fees-for-service and through subsidies from 
the government for giving care to school 
children, the health insurance scheme failed to 
make enough money to sustain itself, even with 
continually increasing registration fees. The 
scheme, in addition, gained a high reputation, 
attracting as much as 40% membership from 
people outside the area. Thus, not only did it 
fail to serve the defined community, but it also 
ceased to serve the target group for which it 
was conceived: the poor and underprivileged. 


The other source of funds was a large grant for 
three years from an overseas donor agency. 
The existence of such a grant meant that pro- 
gramme planners in the short term did not need 
to seek support from the community for the 
non-service components—community devel- 
opment and health education—of the pro- 
gramme. As a result, these components grew 
to a level beyond community wants, needs or 
commitment and the programme never achiev- 
ed the incentive to seek community support. 
The development of community participation 
thus was not only impeded by emphasis on 
services but also by the availability of a large 
amount of money. A programme whose goal 
was stated to be health care by the people 
became one which gave health care to the 
people. 


Community Health/ 
Development Programmes (CH/D) 


Planners who got involved in CH/D program- 
mes chose to do so for many of the same 
reasons that their hospital colleagues did. 
However, these planners, attached to rural 
health units, far from the demands of large in- 
stitutional medicine and much more integrated 
into the daily lives of their patients, had the op- 
portunity to more closely observe the factors 
influencing health status. From first-hand ex- 
perience, they grew to question the relation- 
ship between improved health services and im- 
proved health. 


One of this type of programme was a com- 
munity-based health programme designed to 
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provide some solutions to the problems of 
the lack of resources, facilities and general 
health improvements in a poor and densely 
populated rural area through active community 
involvement. The community health pro- 
gramme was conceived and pursued by both 
programme planners and = government 
authorities in the context of the community 
development approach of the 1950’s. As all 
planners shared the same goals, this pro- 
gramme did not experience the conflicts of 
competing approaches to planning priorities. 
Rather, it managed to focus on the potentials 
and problems of implementing this new and 
unconventional approach to community 
health. | 


The programme began also in the early 1970's, 
using principles of community development. 
Its initial coverage was for a village which con- 
tained about 5,000 people. Unique in the way ~ 
in which it was integrated with and supported 
by the provincial government programmes, it 
was later extended to serve the entire sub- 
district which had about 32,000 people. Later 
still, the model was extended to cover the 
entire province. Its staff was about 20 people. 
The programme was community-based, 
emphasizing health as only one aspect of vil- 
lage improvement which also included agricul- 
ture, communication, nutrition and education. 


Like the hospital-based programme described 
above, this programme was Started by the staff 
of a medical institution—a small rural health 
clinic—to attempt to make services accessible, 
affordable and acceptable to the local com- 
munity, especially the poor. The programme 
began with a _ health insurance scheme 
whereby a health committee chosen by local 
residents collected and managed fees which 
paid for its members’ medical consultations 
and for drugs (hospitalization was not includ- 
ed). However, as planners and community peo- 
ple began to realize that services could not be 
depended upon to bring about health im- 
provements, the focus of activities shifted. 
They moved from service provision to com- 
munity development work. Excess funds from 
the insurance scheme were used to improve 
housing and to promote 
income-generating activities. Realizing ser- 
vices were a low priority among most people, 
planners began to see services as only one 
component of their community health pro- 
gramme. As community involvement develop- 
ed, health services diminished in importance 
relative to other parts of the work. 


Se Ale aie i tl: AN i lp : 
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Rural health clinic —the base for a community health project 


The planners’ views of participation fun- 
damentally were based in the community 
development tradition which said that com- 
munity people should identify and act upon 
their own needs. Such actions were in part 
feasible because in the rural areas, there ex- 
isted easily-defined communities which had 
strong allegiance to the locally-elected village 
leader, and a spirit of mutual self-help. In the 
initial ‘programme stages, planners gained 
widespread community acceptance of the 
scheme but little active community participa- 
tion. With the realization that health care was 
rarely a priority, planners then helped to modify 
the scheme to meet community problems. 
Through trial and error and a mutual educative 
process of planners and community people, 
the programme evolved to a point where the 
health committee ran the insurance scheme 
and other related community development ac- 
tivities. The programme received support from 
the provincial government when the province 
set up a special development committee, using 
the health insurance as a basis for replication 
throughout the sub-district. Planners con- 
sistently worked towards gaining larger com- 


munity participation and involvement in the 
programme. 


The role of the professionals in the programme 
started as that of initiators of the programme. 
As services became simply one component of 
a strategy for community participation, their 
role also changed. The medical professionals, 
with the assistance of the community develop- 
ment workers, tried to shift into a new role as 
“enablers” and “change agents”. However, ma- 
jor resistence to this change came from the 
Community. Community people wanted the 
medical staff to remain in the clinic and provide 
services. AS community people gained more 
experience in community development ac- 
tivities, they began to force the professionals 
back into traditional service roles. 


The CHWs’ role in the programme was seen by 
the planners to be that of key representative of 
community views. This idea was introduced by 
the medical staff and the village head to the 
village health committee, and about 175 CHWs 
were trained over a five-year period. Their 
education emphasized equally their role as 
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service extenders and “change agents”. As 
volunteers, they received respect and status 
for their role which was not compromised in 
the eyes of the villagers by the receipt of some 
payment for their work. Planners did not con- 
ceive of the role of the CHW as a second-rate 
health worker. Rather, they saw the role as one 
which provided an acceptable method of in- 
troducing new health-related ideas into tradi- 
tional rural communities. However, the CHW 
and community had difficulty in understanding 
this view. Many community members did not 
know about the CHW or they did not see a role 
for the CHW other than giving medicine. Many 
CHWs did not understand their function as 
“change agents”. This failure led some CHWs 
to reliance on the service delivery aspect of 
their work. Others became frustrated with the 
programme or simply resigned. 


In terms of evaluation, planners in this pro- 
gramme, as in the one previously described, 
acted upon health problems rather than col- 
lecting data to plan a course of action. Thus, 
they too lacked a baseline by which to measure 
progress. In addition, they lacked clear 
measurements for participation, standard 
measurements for programme objectives and 
ways to avoid any evaluation exercise from 
being dominated by the _ professionals. 
Recognizing these problems and considering 
the participatory goal of the programme, plan- 
ners developed a view of evaluation to em- 
phasize its learning potential. A monitoring 
system was eventually developed whereby 
community people could measure health im- 
provements themselves. At the same time, 
planners worked with a local university and 
one from overseas which wished to use an 
advanced methodology to review the pro- 
gramme’s success and limitations. This view of 
evaluation as an educational process helped 
both planners and community members 
develop the more participatory aspects of the 
programme. 


Finance for the programme started with a 
modest grant from overseas to build the clinic. 
However, major support for the work was pro- 
vided by the government. When the govern- 
ment and its provincial administration estab- 
lished the development committee, which ac- 
cepted goals similar to that of the community 
health programme, money for both the health 
services and the community development ac- 
tivities became available. When additional 
overseas donor money was contributed, it was 
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EVALUATION: 
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allocated to various provincial projects, not on- 
ly the community health programme. Com- 
munity contributions were made through the 
health insurance scheme and the CHW pro- 
gramme. As a result of government assistance 
and community contributions, the programme 
did not rely on large overseas aid. It also was 
able to grow at a pace which ensured its con- 
tinuation based on local support rather than at 
a level induced by large outside money. 


It is worth noting, however, that this pro- 
gramme also did not reach the very poor. While 
those above the “poverty line’ were able to 
gain more access to increased resources, 
those below did not. As in the HBP, those who 
had some benefits increased their benefits. 
Those who had nothing continued to have 
nothing. Additional resources generated from 
community participation did not serve the 
poor. 


Community Health/ 
Participation Programmes (CH/P) 


While many planners began with concern 
about developing community participation to 
improve the utilization and effects of health 
services, there were those who saw involve- 
ment in health concerns as a means to mobilize - 
community people for greater social action. 
Making the assumption that the poor would be 
motivated to improve their health and, thus 
motivated, would act upon wider issues of 
economic, social and political injustice, these 
planners started community-based program- 
mes with more drastic changes in mind. Their 
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*““.. health concerns as a means to mobilize community people for greater social action.’ Cuba’s Committees for the 
Defense of the Revolution designate a member who is responsible for health activities. 


ideal of improving the existing society to give 
the poor their fair and equal share promoted 
programmes in which health care became the 
starting point for much greater changes. 


A programme of this nature was established as 
a venture to develop experience, training and 
support for community-based health program- 
mes throughout an entire country. Emerging at 
a time of mounting criticism of the existing 
government by NGO- and church-related 
groups, this programme lacked the strong 
government support given to the CH/D pro- 
gramme we have just described. In this 
atmosphere, planners saw their task as helping 
the rural poor to gain improved health despite 
lack of resources and to gain awareness of the 
causes of their deprivation in order to act upon 
these problems. Following the concepts of 
community health emerging from the com- 
munity development approach of the 1970's, 
the programme provides a chance to examine 
some of the potentials and problems _ in 
translating the rhetoric of “people’s participa- 
tion’ into reality. 


The programme was founded as an activity of 
one of the national church organizations. 
Devoting themselves to the needs of the poor 


people, the majority of whom lived in the coun- 
tryside, a team of both medical professionals 
and community workers established a scheme 
to teach interested groups how to create com- 
munity health programmes. The cornerstone 
of the programme was CHW training. Com- 
munity-based and education-oriented, three 
pilot programmes were set up. Based upon 
these experiences, a manual was written and 
seminars were held from which a methodology 
for programmes was_ developed. This 
methodology stressed building awareness of 
the relationship between health and existing 
socio-economic conditions through the educa- 
tion techniques popularized by the Brazilian 
educator, Paulo Freire. The objective was to 
motivate poor, rural communities to begin to 
take responsibility for their own health and 
welfare. External financial support for the pilot 
programmes ended after an initial three years. 


To examine in some detail the development of 
these community-based health programmes, 
we can look at one of the pilot areas. The 
population was about 900,000, 78% rural. 
The staff of the programme varied between 
three and ten. The programme was commun- 
ity-based but, in the latest period of study, was 
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operated from the office of the programme 
director, a doctor, from a hospital. 


In the programme, the role of services became 
an entry point into activities designed to enable 
community people to become politically strong 
and self-reliant. The planners were mainly 
health workers who believed that community 
mobilization to change unequal socio-political- 
economic structures could start through a 
community health programme. They believed 
this was true for a number of reasons. Firstly, in 
most rural areas, services were woefully in- 
adequate and people needed and wanted 
health care. Secondly, a community health pro- 
gramme gave the planners credibility among 
community people who were _ increasingly 
suspicious of outsiders because of the 
deteriorating political situation. Thirdly, the 
government, in view of its own “limited health 
resources’, did not interfere with groups willing 
to help the poor. 


Planners with these beliefs, however, failed to 
account for community expectations of a com- 
munity health programme. Like the CH/D pro- 
gramme, community people expected health 
services from a health programme. As a result, 
they joined to get cheap curative care which 
they saw as an act of charity not empower- 
ment. If there were no services or people had 
no service priority, they never joined or they 
left the programme. The awareness-building 
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| CAN'T UNDERSTAND WHY THE 
PEOPLE HAVEN'T RESPONDED BETTER 


aspect of the programme was hampered by the 
expectations of curative care. 


Planners’ views of participation were express- 
ed in terms which illustrated their concern for 
social justice for the poor. Reflecting the 
ideology of “liberation theology” of the church 
and the views of Paulo Freire’s “conscientiza- 
tion”, these views suggested that health pro- 
grammes which were based on community 
control would enable the poor and oppressed 
to obtain the understanding and experience 
necessary to gain and maintain their human 
rights. Working within the context of the rural 
areas where feudal landlord/tenant relation- 
ships were pervasive, planners foresaw that a 
community-based health programme could 
change these unacceptable structures. 
However, by providing a community health pro- 
gramme, planners usurped the community's 
potential to define its own needs. Thus, despite 
all the words about empowerment of people 
through their participation in decision-making, 
the decisions were made by the planners. 
Health care was, in fact, not a high community 
priority, but it was what planners had to give. 


Because a major objective of the programme 
was to enable lay people to prove they could 
deal with their own problems, the ro/e of the 
professionals was minimized. As the role of the 
community development worker was seen to 
be most critical to the programme, this was the 
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The need to take community expectations into consideration... 
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group that was accorded the greatest impor- 
tance. As a result, medical people tried to 
become community development workers. 
The results were far from satisfactory. The 
community people needed and wanted care 
when they were ill. The medical people were 
not developing adequate services to meet this 
need. In addition, several planners observed 
that to have a doctor acting as a community 
development worker was a “waste of health 
expertise’. Finally, medical people trying to act 
as community development workers confused 
the community. People expected care and 
received organizational activities. The doctor's 
rhetoric did not accord with the community's 
view of reality. 


The CHW was the true focus of the pro- 
gramme. Like the CH/D programme (but unlike 
the HBP), the CHW was seen not merely as an 
extender of services but also as an agent of 
change. Unpaid but able to maintain a supply of 
medicines through the income from their sale, 
the CHW was seen as the key person to pro- 
vide PHC as well as education for social 
change. This role for the CHW was conceived 
by planners through their social analysis, their 
commitment and their idealism. However, the 
tasks of the CHW worked against fulfilment of 
this role. Many activities they undertook were 
defined by the planners and not by the com- 
munity people. More serious was the fact that 
community people tended to disregard the 
CHW as an agent of change and to consider 
him/her simply as a health worker. A survey 
showed that 60-70% of their time was spent 
in curative work. Thus, five years after its con- 
ception, the role of the CHW still was identified 
as a provider of services and was dependent on 
the health professional for guidance and defini- 
tion. 


A system established for eva/uation did not, at: 


least at first, address the question of whether 
the health status of the community had im- 
proved. Rather it provided methods by which 
planners could continually reassess their 
policies and the results of implementation. 
Evaluation not only focused on the planning 
results. It also focused on individual roles, at- 
titudes and commitment to the programme. 
The programme additionally developed an 
evaluation exercise in which the community 
could participate through a monitoring system 
similar to that in the CH/D programme. Using 
evaluation as an educational process and 
developing techniques for continual  self- 


assessment by both planners and the com- 
munity people was a major strength of the 
programme. 


For financing, the programme planners saw 
self-reliance as the key concept. Believing that 
money donated from outside the community 
led to dependency and continued oppression, 
they became convinced that money could be 
generated from the community through health 
insurance schemes, through sales of drugs and 
through raffles and other fiesta activities. They 
also felt that community contributions in terms 
of the voluntary work of the CHWs as well as 
mobilization of community labour for activities 
such as latrine-building were critical to pro- 
gramme support. However, the amount of 
financial support that could be expected from 
local sources was much less than in the other 
two programmes. Planners could not, because 
of the political situation, reasonably expect the 
government to provide or support these ser- 
vices. In addition, the target group for the pro- 
gramme, the poor, could barely eat let alone af- 
ford time or money for medical care. Using 
health services as an entry for community par- 
ticipation posed a dilemma for the planners. If 
they accepted outside money, this would 
undermine self-reliance and risk continued 
dependency. If they did not, they could not 
adequately address the needs of the poor. 
Strapped with a health service delivery which 
was the most expensive part of the pro- 
gramme, planners finally accepted a grant from 
overseas several times the size of that given for 
all three pilot projects. Economic reality overran 
the planners’ self-reliance ideals. 


Conclusions 


From these descriptions, a number of conclu- 
sions may be drawn. General conclusions are: 


1) Planners who develop a health programme 
based on community participation frequently 
proceed without a general agreement on ap- 
proaches and/or without adequate data to 
define clearly their objectives. The assump- 
tions they make about their programmes, often 
based on observations or feelings, need to be 
critically analyzed. To do this, basic questions 
should be asked. Among these questions are 
the following: 


a) What is the relationship of community par- 
ticipation in health to both the quality and 
quantity of care and to the improvement of 
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the general health status in the community ? 
In these three programmes, planners 
assumed community involvement would 
improve health programmes. However, lack- 
ing the data and analysis, they could not 
define the areas in which community in- 
volvement was likely to make the greatest 
impact and what this impact could be. In 
each case, the planners implemented ac- 
tivities and then discovered the need for 
data to evaluate their work. They continued 
to be hampered by the fact that, lacking 
baseline statistics, they had no foundation 
on which to measure how community par- 
ticipation changed the health of the com- 
munity. 

b) What were the views and expectations of 
various Community members about their in- 
volvement in health care programmes? In 
the cases studied, planners did not have 
enough information on this subject; nor had 
they considered problems arising from 
views which differed among community 
members in different social and/or eco- 
nomic classes. This lack of data and anal- 
ysis became dramatically apparent when 
planners pushed such activities as recruit- 
ment of CHWs, the creation of health com- 
mittees, etc. Again, planners acted on their 
own views rather than good background in- 
formation. It is only recently that these 
studies have begun to be undertaken with 
the view to creating improved programmes 


and providing a stronger basis on which to | 


build new programmes. 


2) Lacking investigation into community 
perceptions and expectations of their role in 
health programmes, planners make and act 
upon certain questionable assumptions about 
the community as an entity and about com- 
munity attitudes. Many planners in the early 
stages assumed, for instance, that com- 
munities were fairly homogenous and that the 
acceptance of a plan of action by community 
leaders was an acceptance for the good of and 
on behalf of all the community members. In 
doing so, these planners often failed to define 
community diversities, power groups and basic 
economic inequalities. As a result, activities 
were developed that brought programme 
values and actions into conflict. The justifica- 
tion for these programmes was, for these plan- 
ners, to change a system which managed 
scarce resources so that the rich continued to 
profit and the poor got nothing. However, in 
developing programmes without knowledge 
and analysis of social, political and economic 
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structures in the community, despite their 
commitment to improve the plight of the very 
poor, planners found that their work also was 
doing more for the relatively better-off people. 
Noble aspirations to the contrary, people who 
contributed and profited from the programme 
were those whose very survival was not at 
stake. The question that plagued planners in all 
these programmes was: how could they help 
the poorest of the poor? 


In addition, planners assumed that the com- 
munity wanted a much larger role in the pro- 
gramme than many community members ac- 
tually did want. Planners all had difficulty first, 
in convincing medically unqualified people that 
they gould give services, and second, convinc- 
ing the community that they should accept 
services given by such laypeople. Also, plan- 
ners thought that the community people 
should have a primary role in managing their — 
own health programmes including deciding 
upon activities, training CHWs and handling 
programme finances. But the community peo- 
ple who participated in the programmes really 
thought that the planners should provide 
health services and that professionals should 
take responsibility. To the planners, community 
health was health care by the people. To the 
community members it was often health care 
for the people. 


3) Planners, despite protests to the contrary, 
tend to take a medical or health planning ap- 
proach to implementing a programme rather 
than their self-proclaimed community develop- 
ment approach. This fact is not surprising if 
one considers that most community health 
planners are medically trained. Thus, in for- 
mulating programme goals, many get caught in 
the intellectual and emotional commitment to 
a community development approach, but act 
upon their beliefs with a technical, professional 
view. As a result, project descriptions and 
reports confirm high programme ideals but 
seldom acknowledge the very few real pro- 
gramme results in terms of active community 
involvement. 


This domination of rhetoric over reality is il- 
lustrated in the above programmes. In all three 
programmes, programme objectives were ar- 
ticulated in terms of active community par- 
ticipation in decisions about and responsibility 
for their own health care. However, this rhetoric 
often obscured and even denied the reality of 
the health services. The professional domina- 
tion of health services in a community health 
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Two views of what constitutes a ‘‘community”’. 


programme was predictable. For a hospital- 
based programme, services emerged as the 
major influence because an institution existed 
for the purpose of giving those services. The 
community, already identifying the hospital as 
a source of medical care, extended that defini- 
tion to its community health project as a 
medical outreach programme of the hospital. In 
community-based programmes like the other 
two, services again tended to dominate 
because, despite hopes that services would be 
an entry point to wider community develop- 
ment activities, community people expected to 
receive services. Rural people participated 
in the programmes mainly because of the 
availability of medical attention. To rural people 
not acquainted with the sophisticated argu- 
ments in community health, community health 
programmes still meant community health ser- 
vices. 


4) A community health programme which 
focuses on community participation needs to 
consider health services as both a means and 
an end. However, a programme which has as 
its goals wider community development and 
community participation may not wish to start 
by providing services. The cases studied sug- 
gest that professional domination of health 
services easily led to the erosion of community 
participation in the programmes. This was true 
for some of the following reasons: For one, 
community people did not see health as a 
priority need and, therefore, did not have the 
same motivation to participate in health ac- 


tivities as they did in activities for housing, — 


food production or income generation. For 
another, health activities were seen as ac- 
tivities which could be carried out only by peo- 
ple with long training and special skills, not by 


lay people. Thus, the community people had lit- 
tle idea of how they could be involved in a com- 
munity health programme. Still another reason 
was that community people _ traditionally 
received health services from the government 
or from voluntary groups or for payment of a 
fee. They had no experience which suggested 
that they could be involved in giving health ser- 
vices. For all these reasons, the emergence of 
strong health services in community health 
programmes did not prove conducive to 
generating widespread community involve- 
ment. 


5) Closely related to the role of services in im- 
peding community participation is the cost of 
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health services. Planners who used health ser- 
vices as an entry point for community: par- 
ticipation were burdened with high financial 
outlays. As we have seen, if the programme 
had a large external grant, there was a good 
chance that the planners tended to decide how 
to spend the money rather than to seek a com- 
munity contribution, support and decisions in 
programme plans. If the programme did not 
have secure funding sources, it could not main- 
tain the myth that self-sufficiency would 
enable the community to be independent and 
powerful. Services cost money and poor peo- 
ple had no money, let alone time and/or energy, 
to contribute to service programmes. Using 
health services to develop community par- 
ticipation in health care brought a high price, 
not only in terms of finances, but also in terms 
of opportunities for community people, 


ERRATUM 


The price of Low cost physiotherapy aids, 
reviewed in the last but one issue of CONTACT 
(No. 73, June 1983) was incorrectly quoted as 
£ 4.20. In fact, the book costs only 
£1.00 plus postage and packing. 
(Postage and packing rates can be obtained 
from TALC, but the minimum p.&p. rate per 
book is £ 1.50.) 


Also mentioned was the availability of Gestet- 
ner stencils of the individual pages. Up to 
3000 copies can be printed from each stencil. 
We neglected, however, to mention that: 

— AHRTAG has produced a set of Gestetner 
stencils for three other recent publications, 
all of which have also been reviewed in 
CONTACT: 

Low cost aids 
How to /ook after a refrigerator 
How to /ook after a health centre store, 


especially the poor, to become involved in deci- 
sions about the direction of the programme. 


Summary: \t begins to be apparent that plan- 
ners who believe that community participation 
is critical to PHC tend to reach this conclusion 
through some weak assumptions. These 
assumptions have created problems for plan- 
ners in both describing and achieving their pro- 
gramme objectives. Community participation 
has been seen as a key to health improvement 
for the majority of people, most of whom live 
below the poverty line. However, this view, 
despite support from august individuals and 
Organizations, is being jeopardized unless 
Critical, analytical studies are-undertaken to 
identify in detail its potentials and problems 
and to examine the record of established com- 
munity health care programmes. a 


— Each set of stencils costs £100.00, in- 
cluding postage and packing. It should be 
remembered that it is necessary to budget 
also for collating and binding the stencilled 
pages. 


Payment for these materials should be made 
in cheques/international money orders in 
£ sterling. 


The materials can be ordered from either 


TALC 

PO Box 49 

St Albans, Herts, AL1 4AX 
UK 


or AHRTAG 
85 Marylebone High Street 
London W1M 3DE 
UK 


Notice to CONTACT Subscribers re address 
changes 


When advising us of any change or correction to your 


address, please do not forget to send us one of 
our old mailing labels on which your old, or incorrect, 
address appears. This makes updating/correcting 
your address a much easier task for us. Thank you. 
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